The great extent of the growths, the marked involvement of the glands and the poor general condition of the patient precluded a cutting operation.
Treated by diathermy on May 25, 1920 ; for a few days subsequently there was some cedema of the cheeks and n6ck, but this soon subsided. General disturbance and pain were slight.
The man's condition was so much improved three months later that he was considered fit for an attempt to deal with the enlarged glands. This was done by Mr. E. C. Hughes.
When last seen on October 20, 1920, the sites of the growths within the mouth were occupied by firm, white scar tissue. There was, however, some doubtful thickening about the upper part of the scar in the neck.
Cases of Injury to the Carpal Bones.
By C. MAX PAGE, D.S.O., F.R.C.S.
THE more general use of X-ray examination in cases of injury has shown that fractures of the carpal bones are less uncommon than was at one time supposed. The commonest injury is fracture of the scaphoid-a fracture which nearly always remains ununited-and the next in frequency is an injury or displacement of the semilunar. Both injuries are much more often seen in men than in women, and generally between the ages of 20 and 40. Our general knowledge of the subject was clearly defined in 1905 by Codman and Chase [1] in a study of eighteen cases comprising both the above mentioned types of injury. In 1908 Delbet [2] communicated a survey of all the published data, and gave the result of experiments as to the mechanism of causation of the injuries; he came to the conclusion that practically all injuries of the proximal row of the carpal bones were primarily dorsal displacements of the os magnum, the various lesions of the scaphoid and semilunar being secondary.
Our present views as to the treatment of these cases has not progressed much since, it being difficult to compare the different methods adopted on account of the relatively small number of cases which can be serially reviewed.
It is generally admitted that a fracture of the scaphoid alone seldom unites and practically never leaves the joint involved entirely free from pain; in a large proportion of the cases there is definite disability, and sometimes a progressive arthritis of the wrist-joint develops. 1920: Under tourniquet dorsal incision; joint opened vertically and the whole scaphoid bone removed. After-treatment: The wrist was kept in a position of dorsi-flexion for three weeks by means of a cock-up splint; use of the fingers was encouraged during this period, and at its termination massage was applied. Result: When seen on December 6, he stated that he no longer had pain in the wrist except in wet weather. There was still some fullness on the radial side of the back of the joint and little or no improvement in the range of movement. There was 'no local tenderness but a forced attempt at passive extension caused pain.
Case IV: Old Injutry of the Senilztnar, Osteo-arthritis of Radio-carpal Articulation.-R. R., aged 37. History: He was blown up and buried in April, 1918, the right wrist and right knee being damaged. These injuries were treated by splintage and subsequently by massage. He returned to South Africa in September, 1919, and owing to continued pain and disability in the wrist-joint, he underwent operation in MIay, 1920, at There was slight limitation of extension and radial abduction of the wrist. An X-ray showed an irregular appearance of the semilunar with a considerable reduction in its size, some new-formed bone on the dorsal aspect of the joint and an irregular outline of the scaphoid. Operation, November 25: Dorsal incision; the capsule of the joint was opened and an irregular osteophyte attached to it was removed. The remainder of the semilunar and the whole of the scaphoid were then enucleated, the exposed articular surface of the os magnum was noted to show some osteo-arthritic change. The part of the semilunar removed contained the majority of the radial articular surface and the underlying bone; the scaphoid appeared to have been broken across and to have united firmly by bone. Its articular surfaces show arthritic changes. An X-ray taken on December 6 shows absence of the parts the removal of which is detailed above.
Operation has been undertaken four, three, and two years respectively after injury.
Excision carried out soon after the injury gives much better results. Case III is one of this character. I removed the whole scaphoid and the functional result is excellent, and the removal of the whole bone does not appear to lead to much deformity of the wrist.
Case III: Recent Fracture of Scaphoid.-H. B., aged 25. History: In October, 1919, patient fell from her bicycle on to her right hand. The wrist was afterwards swollen and was treated by means of ointment. The patient stated that ever since the accident the wrist had been weak and painful after use. State: Seen on March 20, 1920, there was fullness on the back of the wrist on both sides of the extensor longus pollicis and tenderness on pressure in this area. There was some limitation in extension and radial abduction of the wrist. X-ray showed an ununited fracture of the body of the scaphoid. Operation, April 1, 1920: Dorsal incision under tourniquet; joint opened; the ulnar half of the scaphoid was found to be loose though attached to the semilunar; it was removed and also its radial part. Wound closed. Aftertreatment: Wrist fixed in full dorsi-flexion in cock-up splint for ten days. Subsequently, full use of hand and wrist allowed. When seen on December 1 patient stated that she had full use of the wrist and that it was of normal strength; that she had a little pain after heavy use. The hand showed slight radial deviation, range of movements in all directions were practically normal.
The semilunar is more often dislocated forward and then is often rotated on itself; frequently the dislocation is associated with a fracture of the scaphoid, the ulnar fragment of that bone remaining attached to the semilunar.
That reduction of the displacement is essential in these cases is generally agreed. Reduction front; all movements of the joint limited. X-rays show a disloeation of the semilunar forwards with the ulnar half of the scaphoid which was broken; also a fracture through the base of the styloid process of the radius.
Operation, October 22, 1920: Vertical dorsal incision to ulnar side of extensorcarpi radialis under tourniquet. The joint was opened from the back and found to contain blood; the ulnar half of the scaphoid was displaced forward with the semilunar, the normal attachments of these bones being intact; long axis traction was made on the hand, and after a few attempts the bones were levered back into position while this traction was being maintained, the wrist being in a position of slight flexion; capsule and skin wound sutured. Subsequent treatment: The wrist was fixed in 10°o f dorsi-flexion and radially deviated by means of a cock-up splint for three weeks. Voluntary movement of the fingers was carried out during this period. Splint removed at the end of three weeks, and the wrist strapped for another two weeks, after which full movement was allowed. X-ray taken on December 1 shows bone in normal position, no union of the scaphoid fracture, union of styloid process of the radius.
Fractures of the semilunar are not so common, a type recognized and described by Granier [4] and also by Mouchet C. V., AGED 50. In 1888 he was in Canada for two years working on a railway. Since that date he has been employed as a coal-porter in this country and enjoyed robust health till January, 1920, when he was laid up with influenza-pains in the head, back and limbs, and fever. He resumed work after two months and found that he was short of breath and had pain in the left side of the chest. Shortly after resuming work he had a slight hemoptysis (" streaks of blood " for two days) and was admitted to St. Thoihas's Hospital. On admission there was but slight dyspncea on exertion; there was a little cough with no' expectoration and he complained of pain in the left side of the chest. He was only a few pounds below his normal weight. The physical signs and X-ray appearances were as at the present time. The heart's apex is situated in the sixth space, 61 in. from the middle line. The second sound is somewhat low-pitched and accentuated in the first and second left intercostal spaces, but cannot be described as typically aneurysmal. There is a slight but definite tracheal tug. There is no diastolic shock and no abnormal pulsation. The pupils and pulses are equal. The whole of the front of the left side of the chest is dull and no breath sounds are audible. Behind, there is some impairment of note over the left supraspinous fossa, and breath sounds and vocal fremitus are much diminished all over the left lung. No glandular enlargements are detected and the spleen is not felt. The Wassermann
